Section ofProctology 725 334 cases, do not describe such an instance, whilst the incidence ofskeletal metastases was only a little over 1 % -much less than that found by Bacon. The interesting feature of this case is the presence of metastases in limb muscles without concomitant involvement of bone and without radiographically demonstrable lesions in the lungs. The mode of spread is uncertain, but it seems that the blood stream is the likely route, with involvement of the superficial inguinal and popliteal lymph nodes occurring secondarily. This implies that the lungs have been by-passed, or have permitted the passage of malignant cells without becoming involved.
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Short Papers
Resection of Carcinoma of the Colon in the Presence of Obstruction by C Patrick Sames MS FRCS (Bath) For many years surgical teaching has emphasized the dangers of immediate resection and anastomosis oflarge bowel in the presence ofobstruction, due to the risk of peritonitis.
Suture of the large bowel in obstruction is hazardous for the following reasons: (1) Increased bacterial content due to obstruction. This, however, only applies to that part of the bowel 'proximal' to the obstruction. (2) The nature of the blood supply to the colon with its long marginal artery and relatively few vasa recta. The blood supply varies with the age and cardiovascular condition of the individual. (3) Sacculation of the bowel due to the muscular t2nik, which makes accurate suturing more difficult. (4) The presence of appendices epiploice. (5) The presence of diverticula. (6) The nature of large bowel contraction by powerful mass action, as opposed to peristalsis. (7) The solid nature of the stool.
The classical three-stage procedure of establishing a proximal colostomy, resectingthegrowth, and later closing the colostomy, involves the patient in a lengthy illness. Often the interval between the colostomy and the radical removal is protracted, because of post-operative complications, such as wound sepsis or chest infections; or because of administrative errors, such as shortage of beds or operating time; or sometimes delay in acquiescence by the patient. Most surgeons have experienced the disappointment of finding that a carcinoma, previously judged to be operable, has become too advanced for curative resection or even palliation. Admittedly occasional cases which look inoperable may become resectable when secondary infection and cedema have subsided after the colostomy. It must be every surgeon's desire to remove a resectable carcinoma as soon as it is discovered.
The standard procedure for the right side of the colon is a preliminary ileotransverse colostomy, but it is accepted that liberties can be taken more safely on the right than on the left. In rare cases of closed loop obstruction where the ileocxcal valve has remained competent, resection and direct anastomosis between ileum and transverse colon is safe, as collapsed bowel is on both sides and proximally it is the small intestine which is being sutured. In obstruction of a lesser degree where the ileocecal valve may be incompetent resection can be done safely. If there is anxiety, resort can be made to a Muir's procedure (1947) of side-toside ileotransverse colostomy with a temporary vent at the proximal end of the transverse colon. The subsequent ftcal fistula closes without difficulty. Many surgeons are even prepared to dispense with this, if the obstruction is not too gross.
When dealing with obstruction in the left colon the alternative to the three-stage operation before the antibiotic era was the Paul-Mikulicz procedure, where the subsequent extraperitoneal closure of the double barrelled colostomy sometimes reduced the stages to two. This is, however, only practicable in cases of minimal obstruction, as it does not permit a wide resection of the lymphatic field.
With the aid of antibiotics intraperitoneal suturing has become safer, but nevertheless immediate anastomosis in the presence of obstruction, without preliminary bowel preparation, is not to be recommended. With the help of chemotherapy, the three stages of the operation can occasionally be reduced to two if closure of the colostomy is simultaneous with the major resection. Brooke (1955) advises making the colostomy near to the lesion, so that at the second stage the growth and the colostomy can be resected as one, and the operation completed by end-to-end anastomosis. If the colostomy is not resected with the growth, care should be exercised when undertaking simultaneous closure that there is, in fact, sufficient blood supply to the intervening part of the colon between the two anastomoses. Tragedy can sometimes occur if this necessity is overlooked.
Until now, except for the Paul-Mikulicz procedure, there has been no satisfactory method of removing the growth at the first surgical intervention. This paper proposes to show that immediate resection of a carcinoma of the left colon in the presence of obstruction is, in selected cases, a safe procedure. The underlying principle is that the growth, with its field of lymphatic spread, is excised, the proximal bowel brought out as a terminal colostomy, and the distal bowel closed and dropped back (as in a Hartman's operation for carcinoma of the rectum). At a second operationat a suitable timethe bowel is reconstituted.
Technical Considerations
The resection of a carcinoma of the obstructed left colon is not to be undertaken lightly or by the occasional surgeon, and should be reserved for selected cases. The patient should not be excessively obese. The growth should be mobile and easily resectable.
Handling of the distended coils of bowel is easier where the ileoc2ecal valve has become incompetent, resulting in partial decompression of what was formerly a closed loop obstruction in the colon.
The operation is probably best reserved for cases where the growth is at or above the peritoneal shelf, for if the rectum is mobilized at the first operation difficulty in restoring continuity follows.
The temptation to open the lines of cleavage in the hollow of the sacrum must be resisted, though there is no objection to making the resection at the level of the peritoneal reflexion.
Decompression of the bowel by a sucker, which is often disappointing, is probably best performed outside the abdomen after the bowel, with its growth, has been exteriorized, as contamination is less likely.
The temporary colostomy should be sited at the upper end of the paramedian incision, as it facilitates dissection at the second operation. Reconstitution is undertaken when the patient's health is optimal; the lethal cancer is away, and restoration is an 'operation of convenience'.
To prevent difficulty in finding the distal end of the colon, a black suture may be used to mark it and the rectum is packed with gauze prior to the second operation.
Although my experience of this manceuvre is limited (Sames 1960 ) I believe the possibility should be borne in mind as an alternative to the standard operation. It removes an obstructive growth at the first intervention, yet entails no suturing of distended bowel. Admittedly degrees of obstruction vary, but where things are favourable a plea is made for this procedure. It not only reduces morbidity, but may lengthen survival.
